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severe and referred to the epigastric region and was accom¬ 
panied by symptoms of shock and prostration. The family 
physician thinking her symptoms serious, sent her to the hos¬ 
pital. 

Examination. —On admission the patient showed very pro¬ 
nounced symptoms of loss of blood; pale mucous membranes 
and pulse of about 120. The abdomen was moderately dis¬ 
tended and very tender over the entire surface. Peristalsis 
was markedly decreased and there was slight tendency to 
rigidity of muscles. These are, I believe, almost pathognomic 
signs of hemorrhage into the peritoneal cavity. The examina¬ 
tion revealed an enlarged tube on the right side and bulging 
of the cul-de-sac from the presence of the fluid. 

Operation .—The condition of the patient was such that she 
could safely withstand a short operation. This was done 
February 19, at 4 p. m. The abdomen contained a large 
quantity of fluid blood and the pelvis was filled with numer¬ 
ous clots. The right tube was removed, the pelvis cleared 
of clots, and the abdomen closed. The tube was distended 
with blood to % inch in diameter throughout its length. The 
location of the ovum was almost one inch from the uterus 
and the decidua was well attached to the upper surface of 
the tube. The hemorrhage had escaped from the fimbriated 
end of the tube, and there were at least three pints of blood 
in the peritoneal cavity. Doubtless there would have been 
later a more serious hemorrhage had operation not occurred 
at this time. Recovery. 

Fifth and Liberty Avenues. 
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The admonition of the elder Gross, “never operate for 
stone unless you have one in your pocket,” seems es¬ 
pecially applicable to renal calculi. The reason for this 
failure lies not only in the inability of the surgeon to 
find the stone when present (although this, I grant, at 
times occurs to the most experienced), but also because 
there are a number of pathologic conditions whose symp¬ 
toms simulate stone in the kidney most accurately. 
Some of these I wish to present for consideration as ex¬ 
emplified by several typical cases: 

The first ease is one of infected infarcts of the kid¬ 
ney, with symptoms simulating renal calculus. 

Case 1.— History .— ,J. N. S., aged 47, thin and spare, by oc¬ 
cupation a cattle speculator, had had for ten days previous to 
operation constant pain referred to the region of the loin and 
right kidney. The pain was so severe that morphin had no 
effect, although he was given large amounts. The twenty-four 
hours preceding operation it was necessary to give him chloro¬ 
form every hour or two to relieve his pain. His temperature 
was normal and so was his pulse. The pain was never re¬ 
ferred to the right shoulder but at times to the left testicle. 
An examination of the urine showed pus and red blood cor¬ 
puscles in small amounts, with a few hyaline and one granular 
cast. A diagnosis of stone in the kidney was made. 

Operation. —Nov. 10, 1907, at 11 p. m., at St. Luke’s Hos¬ 
pital, Dr. Guffey and Dr. Trexler assisting. Ether was given 
and an oblique incision was made through the loin about five 
inches long. With some difficulty, owing to the position of the 
ribs, the kidney was delivered. Its capsule was stripped and 
the kidney opened through the cortex. It was deeply congested 
and probably one-third larger than normal. At three or four 
places on the cortex there appeared small irregular areas from 
size of a small pea to that of a nickel, that gave the kidney a 
yellowish mottled appearance. When cut into, they appeared 
to be spots of infection or infarcts. An examination of the gall 
bladder and appendix-revealed nothing abnormal. The kidney 
was replaced in position, the wound packed with iodoform 


gauze to control the hemorrhage, and a rubber drainage tube 
inserted into the pelvis of the kidney. 

Postoperative History.--The patient reacted wel 1 from the 
operation, his pulse never going above 00 and his temperature 
101. He left the hospital at the end of two weeks with the 
wound completely healed, except at the point of the drainage. 
On Sept. 1, 1908, the patient was seen again. He never had had 
a return of symptoms and had gained thirty pounds in weight. 
“Never so well.” 

Infection from the blood has been until recently 
thought to be an extremely rare occurrence, but the 
recent investigations of Cabot and Farrar C. Cobb in 
Boston, and the experimental work of Buxton and Tor-- 
rey of Cornell, and Brewer of New York and others 
show unquestionably that such an infection is by no 
means unusual. It has been demonstrated, however, 
that' some predisposing localizing cause must also be 
present before infection of the kidney will result. This 
locus minoris resistentice was produced by Brewer by 
bruising the kidney substance or ligating the ureter. Ill 
every subject so dealt with experimentally, bacteria in¬ 
troduced into the circulation produced septic nephritis. 
In my own ease trauma doubtless was the localizing 
agent, as the patient’s occupation — that of a cattle 
buyer—subjected him to frequent bumps or contusions, 
although he did not remember being severely injured 
just prior to the attack. 

The extreme pain in this case and the lack of eleva¬ 
tion of temperature, however, would lead me to believe 
that the infectious element was subordinate to the em¬ 
bolic process. There was no valvular disease of the 
heart, however, and consequently it is more reasonable 
to assume that the emboli were of bacterial origin. Un¬ 
fortunately, no culture was made at the time of opera¬ 
tion. 

The second case is more frankly that of a hematog¬ 
enous infection of the kidney. 

Case 2.— Patient .—Miss 3,., school teacher, aged 32, had been 
troubled with pain in the region of the left kidney, and symp¬ 
toms of cystitis for the past five months. 

Examination .—At the hospital. Sept. 15, 1908, The patient 
was a yonng woman, greatly emaciated, with a dry brown 
tongue, rapid and feeble pulse (112 to 120), temperature from 
99 to 102.2. At this time she complained, chiefly, of frequent 
burning urination and severe pain in the lower part of the 
abdomen, which was constant but increased on voiding mine. 
Careful inquiry revealed the fact that the bladder symptoms 
had developed secondarily to those referred to the kidney. The 
first symptoms of which she herself was conscious were those 
of severe pain in the region of the back. This was a sharp, 
stabbing pain, radiating down into the groin and the labia. 
There was constantly a dull pain in the loin, and marked ten¬ 
derness on pressure. A cystoscopic examination of the bladder 
showed marked cystitis, with so inflamed a, condition of the 
mucosa that it was impossible to eatheterize the ureters. An 
examination of the urine showed quantities of pus, some blood 
and many epithelial cells. A few hyaline and granular oasts 
were present, and Dr. Trimble was able to isolate the colon 
bacillus and staphylococcus. A blood count showed a moderate 
leucocytosis. The symptoms pointed to primary infection of 
the kidney with secondary involvement of the bladder, but a 
positive demonstration of this fact was impossible. 

Operation .—Owing to the increased pain and tenderness in 
the region of the left kidney, it was determined to operate on 
this side first, as clinically it seemed the organ most diseased. 
On September 15 the patient was anesthetized and an incision 
made through the loin. The kidney, which was considerably en¬ 
larged, was delivered and incised down through the cortex, ex¬ 
posing completely the renal pelvis. Nothing pathologic was 
found further than a greatly congested, swollen kidney whose 
cortex seemed much thickened. Owing to the pressure clamp 
that was applied at the hilus, the organ was so congested and 
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black from the stasis of the blood that, had there been minute 
infarcts or infectious emboli, it is extremely questionable 
whether they could have been demonstrated; at any rate no 
such pathologic condition could be positively shown. A drain 
was inserted into the kidney and retained in place by three 
plain catgut sutures, the organ replaced and the perirenal pouch 
drained. 

Postoperative History .—The patient reacted nicely from the 
operation, and the wound healed kindly, although there was 
only partial subsidence of her symptoms. Although the bladder 
condition was treated most actively, yet it only grew worse: in 
fact, the patient did not tolerate at all any injections or irriga¬ 
tions of any sort. The application to the bladder of any of the 
silver preparations seemed only to aggravate the condition. 
After a period of two weeks her temperature rose and her pulse 
increased in frequency and became very weak. She soon de¬ 
veloped uremic symptoms and died about three weeks after the 
operation. 

In this ease it is a question whether nephrotomy of 
the other kidney would have relieved the patient. In 
my opinion it would not, for I believe that she was gen¬ 
erally septic, and that the right kidney was no more in¬ 
volved than the liver or bone-marrow. The fact that 
the bladder was so intolerant to the silver salts is sug¬ 
gestive, in my experience, of tuberculosis of the bladder. 
Dr Trimble, however, found only colon bacillus and 
the staphylococcus from the bladder, and also found the 
same organisms in the cultures he made from the body 
of the kidney at the time of the operation. Primarily, 
the history of the case points to an infection of the 
kidney, bnt the symptoms were those of a kidney stone. 

The third condition I wish to discuss is that of an 
ascending pyonephrosis with infection of the kidney 
substance and cortex. It is exemplified in that of the 
following case: 

Case 3.— History. —C. P. C., a physician, aged 56, for some 
years had passed gravel and had suffered at these times with 
pain in the region of both the right and left kidney. He had 
an old cystitis. Recently he was seized with sudden, severe 
pain in the region of the left kidney, and after forty-eight 
hours passed a small gravel, attended with pus and blood in 
the urine. He improved slightly, but on the fifth day had a 
sudden chill, the temperature rising to 103; the pain in region 
of the left loin was severe and constant. The pulse was rapid 
and weak, 98 to 115. There was a cold perspiration and a 
slightly urinous odor to the breath. On the following morning 
the temperature was again above 103. A consultation was held 
with Dr. Taylor and Dr. Binnie and an operation advised. The 
a-ray gave a Bhadow in the region of the left kidney which 
was thought to be a stone. 

Operation .—On the following morning, June 14, 1907, at 
Agnew Hospital, the left kidney was exposed through a long 
incision in the loin. Manipulation was difficult on account cf 
the extreme amount of fat, the patient’s failure to take an an¬ 
esthetic properly .and his extremely pendulous abdomen. On 
the kidney being incised a rather profuse hemorrhage was en¬ 
countered and several ounces of fetid blood, pus and urine mixed 
together was evacuated. The odor of this was very offensive. 
A large dressed-drainage-tube was fastened into the pelvis of 
the kidney; the wound was properly closed, and the perirenal 
pouch also drained. 

Postoperative History .—Recovery was slow but uneventful. 
The patient was seen Sept. 10, 1907, when the wound had com¬ 
pletely healed; he had recovered his normal weight and ex¬ 
pressed himself as being in the best of health. 

The concluding case in this series which I wish to 
report was one seen in conjunction with Dr. John Out- 
land. 

Case 4.— History.— G. E. M., a strong, robust farmer, Saliua, 
Kansas, had had within the past year two atttacks of sharp, 
severe, sudden pain in the region of the left kidney, radiating 
into the loin and left testicle. These attacks came on suddenly 


at intervals of more than a month, and were so severe that they 
required large doses of morphin to relieve him. He had never 
passed any gravel, nor was there any appreciable change in the 
character of the urine. After each of these attacks the patient 
complained of a persistent soreness and tenderness on pressure 
in the left kidney region. Twenty-four hours after the last at¬ 
tack he came to the hospital. At that time his temperature was 
about 100, his pulse 90, respiration 20. There was pain in the 
region of the left kidney, and considerable rigidity of the left 
rectus muscle. He required several hypodermic injections of 
morphin before it subsided. An x-ray picture was taken, which 
apparently showed a small stone that was evident on. both the 
negatives taken. The effort of going to the doctor’s office 
started another attack of this renal colic, and the patient was 
given a hypodermic injection before he was able to return to 
the hospital. 

Operation .—Owing to the fatness of-the man, it was neces¬ 
sary to make rather a large incision. The kidney was freed 
and partially delivered through the incision. It was opened its 
entire length but no stone was found. There was, however, a 
small roughened, apparently calcareous area about the size of a 
buckshot at the apex of one of the pyramids. This was scraped 
away with the finger. It could not, however, be said to be a 
renal stone, but was made up of fibrous connective tissue. A 
close examination of this fragment convinces me that it was 
one of the “fibrous calculi” recently reported by Gage and Beal.' 
The kidney and perirenal pouch were also drained in this ease. 
There has been no return of the symptoms. 

This last case, like the others, was attended with very 
great pain, although the “calculus,'’ if it could be called 
such, was not of such a nature as to lacerate the kidnev 
or obstruct the ureter. If we can accept the opinion 
of Kainey, it was a stone in the process of formation 
before the fibrin or colloid of kidney necrosis had be¬ 
come infiltrated completely with urinary salts. But 
why in this case and the others detailed should pain have 
been so prominent a symptom? It is easy to conceive 
of a hard rough calculus becoming loosened and me¬ 
chanically lacerating and obstructing the ureter. The 
latter condition might result, theoretically at least, from 
a “soft calculus” or obstruction from blood clot or pus, 
but in the eases here reported this explanation does not 
seem sufficient. In a hematogenous infection the proc¬ 
ess starts in the cortex and there is no chance for me¬ 
chanical obstruction. Possibly infection beneath the 
capsule, with the inflammatory process thus confined, 
would explain the very great pain in these eases. Or 
is there an unknown chemical change—the result of a 
reaction between the urine and toxins produced by renal 
disease that accounts for it? The advocates of the 
chemical theory of disease have long suggested this; 
and until more information is at hand it seems worthy 
of consideration. Surely our findings at operation, and 
after autopsy, do not always satisfactorily explain these 
painful symptoms. We are beginning to discover that 
not all pain in the kidney is due to renal calculus or 
tuberculosis. This latter condition I have excluded 
from my discussion. Doubtless other pathologic con¬ 
ditions of the kidney also simulate renal stone. 

Appendicitis, gallstones, gastric and duodenal ulcer 
have come in for their share of surgical attention, when 
a renal calculus only was at fault. But the four condi¬ 
tions mentioned, renal infarcts, hematogenous infection,. 
ascending pyonephritis and “fibrous calculus,” exempli¬ 
fied by the cases reported, are veritable kidney condi¬ 
tions that demand early and radical operation. Fortu¬ 
nately they respond just as surely to operation as does 
kidney stone. 

603 Bryant Building. 


1. Ann. Surg., September, 1908, 
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